EDUCATION MODULE
PRESCRIBING OPIOIDS TO PATIENTS WITH CHRONIC PULMONARY DISEASE*
(Including sleep-disordered breathing / sleep apnea)
This module provides information about chronic pulmonary disease as a risk factor for opioid overdose
and specific risk-reduction guidance. It supplements but does not replace the general best practices for
opioid prescribing presented in the “Considerations for Safe and Responsible Opioid Prescribing”
module.
Background
1. More than 35 million Americans have a chronic lung disease; asthma is the most common (25
million), followed by chronic obstructive pulmonary disease (15 million), and interstitial lung disease
(12 million).1,2
a. In the U.S., COPD has an estimated prevalence of 14% (this includes an estimated 12 million
people who are undiagnosed), and is the third leading cause of death.3,4
b. The prevalence of diagnosed COPD is highest in persons aged 65 years or older.4
2. Approximately 22 million Americans suffer from obstructive sleep apnea (OSA), although 80% of
cases of moderate or severe OSA are undiagnosed.
a. OSA is more common in men, obese individuals, and with advancing age.5
b. Opioids cause respiration to slow and become irregular, leading to hypercapnia and hypoxia;
in addition, opioids depress hypoxic and hypercapnic ventilator drives.7
c. Opioids are associated with OSA and central sleep apnea.6-8
3. Persons with comorbid COPD and OSA have a worse prognosis than with either condition alone;
these patients have more profound hypoxemia (desaturation), more cardiac arrhythmias during
apneic events, and an increased likelihood of pulmonary hypertension.4

Chronic pulmonary disease and opioid overdose
1. Opioids can cause respiratory depression by depressing the central nervous system (CNS), including
the medullary respiratory center that controls respiratory ‘drive’ with input from peripheral
chemoreceptors.
a. This results in decreased respiratory rate, tidal volume, inspiratory pressure, and ‘central
apnea,’ which are especially dangerous in persons with obstructive or central sleep apnea,
other chronic pulmonary conditions (e.g., COPD), and at high opioid doses.7,9
b. Patients with COPD and sleep apnea who are prescribed opioids are at higher risk for opioidrelated toxicity/overdose and overdose-related death.10,11
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c. In patients with severe COPD and baseline pCO2 elevations, opioid use carries the risk of
increasing their narcotizing effect by encouraging further CO2 retention.12
2. The risk of respiratory depression increases after 60 years of age.
a. Age-related changes in the respiratory system that reduce the ability to tolerate opioidinduced respiratory depression include decreased sensitivity of central and peripheral
chemoreceptors to hypercapnia and hypoxia, and diminished compensatory respiratory
drive.4,13,14
b. Older patients with COPD commonly have co-occurring coronary heart disease, heart failure,
OSA, asthma, or stroke, which also increase the risk of opioid-induced respiratory
depression.4,10-12,15,16
c. Smoking is common (28% to 54%) in people with chronic pain.17-19

Risk-mitigating interventions to consider when prescribing opioids for patients with chronic pulmonary
disease
[Refer to the full prescribing information (see: FDA Label) for important product-specific details]
1. Optimize the medical management of underlying pulmonary disorders and any co-occurring chronic
pain and mental health conditions. Encourage the patient to quit smoking.
2. Avoid initiating opioids during acute exacerbations of COPD.20
3. Screen patients with COPD for OSA.21-23
4. Avoid prescribing opioids to patients with moderate or severe sleep-disordered breathing whenever
possible. 7 Use close monitoring and cautious dose titration if opioids are prescribed for patients with
mild sleep-disordered breathing.22
5. Avoid concurrent use of other medications or substances that are central nervous system
depressants such as benzodiazepines, sedatives/hypnotics, and alcohol in in opioid-treated patients
with chronic pulmonary disease or moderate-to-severe OSA. These combinations can result in
profound sedation, respiratory depression, coma, and death; they should be restricted to the
minimum required dosage and duration in patients for whom alternative treatment options are
inadequate.20-22,24 (see also: FDA Label)
6. Closely monitor opioid-treated patients with chronic pulmonary disease for respiratory depression
and over-sedation, particularly during initiation and after dosage escalations. The risk for overdose is
greatest during the first 3 to 7 days after starting an opioid or increasing its dosage. This occurs
because tolerance to an opioid’s respiratory depressant effects is slower to develop and less
complete than tolerance to its analgesic or euphoric effects.22,25-27
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7. Consider prescribing take-home naloxone to patients with chronic pulmonary disease to reverse lifethreatening respiratory depression if an overdose occurs. Educate the patient, family/household
members, and caregivers about signs and symptoms of opioid overdose and train them to properly
use naloxone if an opioid-related overdose is suspected.22,28
8. Consider consultation or co-management with a specialist in pain medicine and/or pulmonary
medicine when prescribing opioid analgesics in patients with chronic pulmonary disease or sleepdisordered breathing.22
9. For patients who have severe, end-stage COPD with refractory dyspnea, opioid therapy may be
considered as adjunctive therapy when conventional management is insufficient.
a. Conventional management for dyspnea includes short- and long-acting bronchodilator
therapies, inhaled corticosteroids in combination with long-acting beta-2-agonists,
theophylline preparations, as well as nonpharmacologic therapies such as pulmonary
rehabilitation and breathing/relaxation techniques.4,29,30
b. Use particular caution in patients who are opioid-naïve or not opioid-tolerant. (see also: FDA
Label)
i. Adults are considered opioid-tolerant if they have been receiving a total daily opioid
dose equivalent to at least 60 mg of oral morphine (60 MME/day) for one week or
longer.31 (See ‘Treatment’ section 3a in the “Considerations for safe and
Responsible Opioid Prescribing in Adults” module)
• 60 mg oral morphine per day
• 25 mcg transdermal fentanyl per hour
• 30 mg oral oxycodone per day
• 60 mg oral hydrocodone per day
• 8 mg oral hydromorphone per day
• 25 mg oral oxymorphone per day
Additional Resources
*The information presented in this module highlights some fundamental concepts of opioid prescribing
for adult outpatients. It excludes certain populations (pediatrics, pregnancy, patients with active cancer
or receiving palliative or end-of-life care) and settings (perioperative, emergency, in-patient). The
information provided is intended to support safe and effective opioid therapy and minimize serious
adverse outcomes, particularly overdose. It is not intended to be exhaustive nor substitute for consulting
a medication’s full prescribing information for complete details and warnings. Links and references to
selected, more comprehensive clinical and prescribing resources are provided to facilitate safe and
effective opioid prescribing.
1. FDA-approved drug label information: FDA Online Label Repository or Daily Med (NIH/National
Library of Medicine)
2. American Thoracic Society Guidelines
3. American Academy of Sleep Medicine Practice Guidelines
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